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article
Associations between care network types  
and psychological well-being among Dutch  
older adults
Marjolein Broese van Groenou, m.i.broesevangroenou@vu.nl
Vrije Universiteit, The Netherlands
This study examines the mechanisms underlying the association between care network types and 
psychological well-being. Care recipients in the 2015/16 wave of the Longitudinal Aging Study 
Amsterdam (N = 607) reported on the structural (size and composition) and functional features 
of care network types (satisfaction, feeling in control of care and care attitudes). Those in a mixed 
care network reported the highest depressive symptoms, while those in a spousal care network 
and a privately paid care network reported the lowest. The importance of being in control of care 
interacts with care network type on well-being. The results corroborate that both informal and 
formal caregivers need to help older persons to remain in control of care.
Key words formal care • informal care • depressive symptoms • Self-Determination Theory
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Introduction
Due to population ageing in many societies, the absolute number of health-impaired 
older persons is rising rapidly (WHO, 2015). As physical health and disability levels 
are the most important predictors of psychological well-being (George, 2010), an 
increasing number of persons may suffer from poor well-being in old age. Health 
impairment also triggers support and care from others, which may partly protect 
well-being in poor health conditions. In several studies, the social, emotional and 
instrumental support of a spouse, children or other close social network members 
has been shown to ease the negative impact of health problems on well-being (Wolff 
and Agree, 2004; Lin and Wu, 2011; Kwak et al, 2014). In contrast, a number of 
studies have found the use of formal home care, which is a resource for many in poor 
health, to be negatively associated with psychological well-being (Lee et al, 2013; 
Andersson and Monin, 2017; Pepin et al, 2017), and to maybe not buffer the effects 
of health on psychological well-being. The use of informal and formal care may 
thus have different, even contrasting, effects on psychological well-being in later life. 
More insight is needed into the underlying mechanisms of the associations between 
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particular care configurations and attempts to meet care recipients’ needs. Due to 
policies of ‘ageing in place’ (WHO, 2015), this is all the more relevant as many older 
adults may receive help from both formal and informal caregivers in their own home 
for long periods of time.
Recent research has identified a variety of configurations of formal and informal 
caregivers supporting older care recipients, ranging from a small spouse-only care 
network to large mixed care networks (Fast et al, 2004; Broese van Groenou et al, 
2016; Fret et al, 2017). Most such studies have focused on the determinants of these 
network types, showing, for example, that severe functional or cognitive impairments 
contribute to complex, mixed care network configurations (Li, 2004; Fret et al, 2017); 
however, a few have focused on the association between care network configurations 
and the well-being of care recipients. Care network size and the proportion of formal 
caregivers has been shown to be negatively associated with psychological well-being 
(Andersson and Monin (2017). This may be due to the fact that it is more difficult 
to coordinate and control care in large and complex care networks (Andersson and 
Monin (2017). Also, when there is no spouse or adult child available to help articulate 
specific needs and preferences, feelings of being dependent on non-kin or formal 
care may contribute to poor well-being among care recipients.
Issues of autonomy and self-determination are, in general, important dimensions 
of psychological well-being (Deci and Ryan, 2000); however, they are also often 
discussed in relation to the receipt of social support (Krause, 1997), as well as informal 
and formal care (Fine and Glendinning, 2005). Many qualitative studies (for a review, 
see Gregory et al, 2017) show that older adults value remaining in control of care 
decisions, even in cases of severe frailty, and wish to be treated with respect and 
dignity by formal caregivers. Regarding informal carers, ambivalence exists between 
needing their help and not wanting to burden their lives more than needed (Barken, 
2017). Djundeva et  al (2014) have also shown that a mismatch between parental 
expectations and support provided by adult children lowered the level of well-being. 
These findings suggest that the association between care use and psychological well-
being may run via the mechanism of self-determination, reflecting (un)met needs 
regarding care provision, types of care relationship and being in control of care. This 
is one of the first studies to systematically examine how different care configurations 
affect psychological well-being.
Care network types
Home care is generally received from a mix of formal and informal caregivers, 
which may be configured in different ways. Following earlier research, a distinction 
is made between a spousal care network, a non-spousal ‘informal care only’ network, 
a mixed care network (with formal caregivers and non-spousal informal carers) and 
a privately paid care network (Broese van Groenou et al, 2016). We separated the 
care network with a spousal carer from the other types in order to examine whether 
the presence of a spousal carer is essential for psychological well-being, even when 
other informal and formal caregivers are present. We also separated the non-spousal 
informal care only network from the mixed care network in order to examine 
differences in well-being when having formal caregivers present (or not). Finally, we 
singled out the privately paid caregiver network in order to differentiate it from the 
other types of formal care network. In the Netherlands, formal care is publicly paid 
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care with eligibility rules based on difficulties in activities of daily living (Plaisier et 
al, 2017), in contrast with privately paid care, which is self-arranged care purchased 
on the market. Privately paid caregivers generally provide help with household tasks, 
whereas formal caregivers can assist with both personal care and household chores. 
These network types defined a priori may differ in composition from care network 
types derived from statistical classification analyses (for example, Fast et al, 2004; Fret 
et al, 2017); however, these analyses generally result in various types of mixed care 
networks, ranging from a larger informal to a larger formal care network type, which 
may blur the importance for well-being of having specific types of caregivers (for 
example, spouse, informal only or privately paid caregivers).
Theoretical framework
More refined distinctions of network types permit the examination of how the 
structural features of the care network (for example, size and composition) and 
functional features (for example, being satisfied with care and feeling in control of 
care) explain differences in psychological well-being among care recipients. Self-
Determination Theory (SDT) (Deci and Ryan, 2000) is applied to explain differences 
in psychological well-being as it distinguishes three basic needs of psychological 
wellbeing – relatedness, autonomy and competence – which can be linked to the 
structural and functional features of care networks. Several previous studies have 
applied SDT in samples of nursing home residents (for example, Custers et al, 2012; 
Ferrand et al, 2014) and health care contexts (for example, Ng et al, 2012) but no 
studies were found that applied SDT in the context of home care use and well-being. 
This study is one of the first to empirically test basic needs as underlying mechanisms 
of this association.
Relatedness: network type and network structure
According to SDT, the need for relatedness captures the wish to interact with others, 
the ability to feel connected and the capacity to experience caring from and for others 
(Deci and Ryan, 2000). This concept applies, in particular, to interactions within close 
social relationships that are important for personal growth and well-being. The use 
of informal care, defined as receiving help from members of the social network (for 
example, spouse, children, other relatives, neighbours and friends), may particularly 
reflect feeling related to network members: one receives help from the other; one 
is in contact with others; and one feels oneself to be important to the other. Yet, the 
term ‘informal carer’ may be too general and may need further refinement to take 
account of the important differences between, and contributions made by, different 
constituent members of the network. For example, receiving care from the spouse 
is likely to contribute more to psychological well-being compared to receiving care 
from relatives and friends as it is, for many, the strongest relationship in the personal 
network (Fiori et al, 2007), suggesting a lower level of psychological well-being 
among care recipients with a non-spousal informal care only network compared 
to those with a spousal care network. In turn, compared to informal care provided 
by relatives and friends, one may feel less related to formal caregivers or privately 
paid caregivers. Formal care is often provided in teams with a high turnover of 
personnel, making it more difficult to develop strong relationships with most of the 
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individual caregivers. With privately paid caregivers, one is more likely to have a 
formal employer–employee relationship, which may not develop into a strong and 
important relationship. Assuming that the need for relatedness differs among types 
of caregivers, the four types of care networks may be differentially associated with 
psychological well-being. It is hypothesised that:
H1: Depressive symptoms are lowest among care recipients in a spousal care 
network, followed by those with a non-spousal informal care only network, 
and highest among those with a mixed informal and formal care network 
and/or a privately paid only care network.
The specific types of caregivers present in the four types of care network also 
contribute to differences in size and composition. For example, a spousal care network 
and a privately paid care network are generally smaller in size than the larger informal 
and formal care network types (Jacobs et al, 2018). This raises the issue of what is 
more important for psychological well-being: network size (having many caregivers 
providing help) or network composition (having a relatively large number of caregivers 
with whom one feels strong connections). The sense of relatedness may be stronger 
in smaller care networks with relatively many informal carers as this increases the 
feeling of being supported and cared for. As mixed care is larger in size and composed 
of relatively fewer informal carers, this may lower the sense of relatedness in this 
type of care network and, in turn, the level of psychological well-being. The general 
hypothesis is that:
H2: Differences in depressive symptoms among the four care network 
types are, in part, due to differences in size and proportion of informal and 
formal care.
Autonomy and competence: evaluation of and attitudes towards care use
Autonomy refers to being the perceived source of one’s own behaviour, whereas 
competence indicates feeling effective in one’s ongoing interactions with the social 
environment and experiencing opportunities to exercise and express one’s capacities 
(Deci and Ryan, 2000). Lack of autonomy and competence may be reflected in the 
evaluation of the care used in three ways: one does not receive the care one needs; 
one does not feel in control of care; and/or one does not receive care in the way 
one prefers.
Unmet needs in care are strongly associated with psychological well-being (Ortero 
et al, 2003; Wolff and Agree, 2004). A difference between the type of help received 
and the type of help needed may result from care recipients’ hesitance to ask for the 
care that they need; however, it may also arise from restrictions, on the side of the 
providers, to help out in the way that one prefers. Generally, the use of informal 
care (in particular, from spouses and adult children) lowers the level of unmet needs 
(Casado et al, 2011; Potter 2017), whereas the use of formal care increases the level 
of unmet needs (Li, 2006; Bien et al, 2013). Yet, Djundadeva et al (2014) showed that 
some parents reported receiving too little or too much help from adult children. For 
some, the use of formal care was not related to unmet need (Potter, 2017). Also, the 
use of privately paid care was associated with fewer unmet needs than the use of 
Associations between care network types and psychological well-being ...
5
publicly provided care (Rogero-García and Rosenberg, 2011), implying that paying 
for care oneself makes it easier to get the care that is needed. Based on these empirical 
studies, we formulate a general explanatory hypothesis:
H3: Differences in depressive symptoms among the four care network types 
are, in part, due to differences in unmet needs.
Another explanation is that care use increases levels of dependency due to losing 
control over one’s life, and over the care process in particular. This mechanism is 
suggested by many (Fine and Glendinning, 2005; Morgan and Brazda, 2013; Andersson 
and Monin (2017) but has not often been tested empirically. There is related evidence, 
for example, feeling that one is a burden to relatives contributes to a lower level 
of well-being (Cahill et al, 2009). There is also evidence which demonstrates that, 
in particular, the use of privately paid care increases a feeling of control over care, 
while publicly paid formal care use decreases feeling in control of care (Galvin, 2004; 
Rogero-García and Rosenberg, 2011; Potter, 2017), suggesting that paying for care 
overcomes issues of feeling dependent on caregivers and offers potentially more control 
over the service provided than being the passive receiver of care from a state-funded 
provider. The general hypothesis reads:
H4: Differences in depressive symptoms among the four network types are, 
in part, due to differences in feeling in control of care.
A further hypothesis is that there may be a difference between the care realised 
and preferred. This may be the case for the type of caregiver as there are individual 
differences in attitudes and preferences regarding care source. Generally, spousal and 
other informal carers are preferred to formal caregivers (Cantor, 1979), though some 
studies have shown that older adults do not want to burden their relatives and prefer 
help from formal caregivers (Pinquart and Sörensen, 2002). Psychological well-being 
is hampered when support received is perceived as inadequate (for example, Wolff and 
Agree, 2004). The association between care network type and well-being may thus 
be particularly strong when there is a match between the source of care preferred 
and received. The general hypothesis reads:
H5a: A spousal care network or informal care only network is particularly 
positively associated with well-being among those who have a positive 
attitude regarding informal care use.
H5b: A mixed care network is particularly positively associated with well-
being among those who have a positive attitude regarding formal care use.
The same may be argued for feelings of dependency: it can be a relief if one trusts 
others to arrange care and decides that being in control is not important (anymore); 
however, if one wants but is unable to be in control, this may hamper well-being 
(Ferrand et al, 2014). We argued earlier that the four care network types may differ 
in perceived control over care, which may explain differences in well-being between 
network types (H4). Here, we follow up on that hypothesis and argue that a strong 
desire to maintain control may foster well-being, particularly in network types in 
which staying in control is expected to be easier, as may be the case in a private care 
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network. If one feels no need to be in control, it may be less important for one’s 
well-being who is providing the care. It is hypothesised that:
H6: Differences in well-being among care network types depend on whether 
the care recipient values being (not) in control of care.
Controls
Health is strongly associated with the use of care (Andersen and Newman, 2005), 
psychological well-being (George, 2010), the report of unmet needs (Lima and Allen, 
2001) and being less able to control or arrange one’s care network (Jacobs et al, 2018). 
Other important factors related to care use and well-being are gender, age and socio-
economic status (SES) (Andersen and Newman, 2005; George, 2010). We therefore 
control for health, gender, age and SES in the analyses.
Design and methods
Sample
Data are derived from the Longitudinal Aging Study Amsterdam (LASA), which is an 
ongoing longitudinal study focusing on physical, cognitive, psychological and social 
functioning in older age (Hoogendijk et al, 2016). Baseline interviews were carried 
out in 1992/93 among respondents aged 55–85 (N = 3,107) and followed up every 
three years. In 2002/03 and 2011/12, a new cohort aged 55–65 was added to the 
sample and included in follow-ups. For this study, we used data from the 2015/16 wave 
(n = 2,024) and selected those living independently in the community (n = 1,743) 
and receiving help with at least one of five types of support: household care; personal 
care; nursing care; transportation; and the arrangement of care and/or administration 
(n = 697). Due to missing values for important items, 607 respondents remained for 




Depressive symptoms indicate the level of psychological well-being and are measured 
by the Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977), 
which uses 20 items covering depressive symptomatology experienced in the past 
week. Each answer is rated on a four-point scale, ranging from 0 ‘rarely or never’ to 
3 ‘mostly or always’. The total score of the 20 items ranges from 0 to 60, with higher 
scores indicating more depressive symptoms. A cut-off score of 16 is an indicator for 
clinically relevant depression (Beekman et al, 1997).
The care network: structural features
Respondents reported whether they received assistance with the five types of 
activities described earlier. If answered affirmative, they were asked to list the type 
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of caregiver for each activity. Informal carer types were the spouse, adult child, other 
relatives and non-kin. Formal caregivers were professional caregivers from a home 
care organisation or residential care organisation providing home help to community-
dwelling older people. Privately paid caregivers were assigned to a separate category. 
Four dummy variables indicated whether or not care was provided by the spouse, 
other non-spousal informal carers, formal caregivers and privately paid caregivers. 
Based on these variables, we constructed a variable indicating four exclusive types of 
care networks: 1 = spousal care with or without other caregivers; 2 = non-spousal 
informal carers only; 3 = a mix of formal and non-spousal informal caregivers; and 
4 = privately paid care only.
In addition, the respondent was asked to name the total number of informal carers 
and the total number of professional caregivers. The presence of a privately paid 
caregiver was assigned to be one person. The total calculated provided the indicator 
of the size of the total care network. By calculating the ratio of formal caregivers 
compared to informal carers, it was possible to derive an indicator of composition.
The care network: functional features
Unmet needs were assessed by presenting the following question: ‘All things considered, 
is the amount of care received sufficient?’ Answering categories were ‘not sufficient’, 
‘somewhat sufficient’ and ‘sufficient’, which were recoded as 0 = not/somewhat 
sufficient and 1 = sufficient.
Feeling in control of care was assessed by presenting the following three questions: 
‘To what degree can you decide on: which type of help is provided/who provides 
types of help/the timing of the help provided?’ Answering categories were 1 = ‘I 
leave that entirely to others’, 2 = ‘I decide that myself to a certain degree’ and 3 = 
‘I decide this myself ’. The scores were summed and the sum score ranged from 3 = 
low level of control to 9 = highest level of control.
Care attitudes
Two items indicated the attitude regarding formal care: ‘It’s annoying to be dependent 
on professional agencies for help’; and ‘Help from professional agencies is at the 
expense of your independence’. Respondents who (fully) disagreed with at least one 
statement were deemed to hold a positive attitude towards formal care use (0, 1). Two items 
indicated their attitude towards informal care: ‘If you need temporary help, you should 
be able to ask your children, family or neighbours’; and ‘If older adults need help for 
their personal care, they should be able to count on children, family or neighbours’. 
Respondents who (fully) agreed with at least one statement were deemed to hold 
a positive attitude towards informal care (0, 1). One item was used to assess the attitude 
towards being in control of care: ‘To what degree do you think it is important to 
be in control of care?’. If answered ‘(very) important’, they valued control of care to be 
important (1); answering ‘not at all’, ‘not important or non-important’ was coded ‘0’.
Control variables
Sex (0 = male; 1 = female), age in years and level of education (ranging from 1 = less than 
elementary school to 9 = university level) were used. Also, three indicators of health 
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were included: the number of chronic diseases (range = 0–7); the level of functional 
limitations, as calculated from experiencing difficulties with six items of daily living, 
with the sum score ranging from 6 = not able to perform all of these activities to 30 
= no limitations; and the level of cognitive functioning, as indicated by the 30-item 
version of the Mini-Mental State Examination (MMSE, Folstein et al, 1975), ranging 
from 0–30, with higher scores indicating better cognitive functioning.
Procedure
Descriptives of all variables were provided and compared using Chi-square and 
F-tests, with post-hoc tests to explore the differences between pairs of network types 
(see Table 1). Next, bivariate Pearson correlations were provided for all variables 
under study to explore correlations between all variables (see Table 2). To test the 
hypotheses, multivariate regression analyses were conducted in five steps (see Table 3). 
Model 1 includes control variables and dummies for the four types of care networks, 
using the mixed care network as reference category (H1). Model 2 added total care 
network size and proportion of formal caregivers (H2). Model 3 added the indicators 
of unmet need (H3) and being in control (H4) to model 1. Next, attitudes towards 
formal and informal care use and the importance of being in control, as well as the 
three interaction effects with network type (H5a, H5b, H6), were added to model 3. 
Only the interaction effect of care network type and the importance of control was 
statistically significant (see Figure 1). Model 4 in Table 3 reveals the full model with 
this interaction effect included.
Results
Characteristics of care network types
The level of depressive symptoms was rather low on average (M = 9.43; see Table 1) 
given that a score of 16 on the CES-D indicates clinical depression (Beekman et al, 
1997). Post-hoc tests revealed that depressive symptoms differed between all pairs 
except for the care recipients in a spousal care network and the non-spousal informal 
care only network. The largest difference was between those in a mixed care network 
(M = 12.01) and the private care network (M = 6.41).
Descriptive statistics illustrate the specific characteristics of each of the four 
network types (see Table 1). In the spousal care network (15 per cent), by definition, 
all respondents received help from the spouse, with some also receiving help from 
other informal, formal and privately paid caregivers in some cases. The average size 
was 1.94 caregivers, with a high percentage of informal caregivers (76 per cent). This 
network type was most prevalent among young females with relatively high levels 
of disability and a higher than average number of chronic diseases (75 per cent). The 
majority was satisfied with care (85 per cent) and positive regarding formal care (62 
per cent), which was about average. This group was more positive towards informal 
care (52 per cent), felt less in control of care (M = 7.17) and felt control to be less 
important (76 per cent) than average. Their level of depressive symptoms was rather 
average.
The respondents with a non-spousal informal care only network (19 per cent) 
received care mostly from adult children (65 per cent) and to a lesser degree from 
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N 89 114 198 206 607   
% 15 19 33 34 100   
Control variables        
% Female 75 72 61 51 62 0.00 b, c, d, e, f
Age (58–98) 72.20 76.80 80.00 71.00 75.20 0.00 a, b, d, e, f
Educational level (1–9) 4.20 3.80 4.00 5.90 4.63 0.00 c, e, f
Physical functioning (6–30) 22.90 26.10 23.70 28.80 25.70 0.00 a, c, d, e, f
Cognitive functioning 
(9–30)
27.70 27.30 26.80 28.60 27.60 0.00 b, c, e, f
No. of chronic diseases 
(0–6)
1.60 1.50 1.90 1.10 1.52 0.00 c, d, e, f
Care network features        
Total # of caregivers (1–23) 1.96 1.91 3.68 1.24 2.27 0.00 b, c, d, e, f
% Informal caregivers (0–1) 0.76 0.73 0.30 0.18 0.41 0.00 b, c, d, e, f
% Formal caregivers (0–1) 0.10 0.00 0.48 0.03 0.18 0.00 a, b, c, d, f
Help from 1+ adult  
child (%)
15 65 30 0 24 0.00 a, b, c, d, e, f
Help from 1+ relative (%) 4 29 13 0 11 0.00 a, b, d, e, f
Help from 1+ non-kin (%) 5 20 10 0 8 0.00 a, d, e, f
Help from 1+ formal 
caregiver (%)
17 0 100 0 35 0.00 a, b, c, d, e
Help from private caregiver 
(%)
21 26 23 100 50 0.00 c, e, f
Care evaluation        
% Satisfied 85 84 79 94 86 0.00 c, e, f
Control over care (3–9 = high) 7.17 7.44 6.53 8.41 7.40 0.00 b, c, d, e, f
Care attitudes        
Positive attitude formal 
care (% yes)
62 59 66 63 63 0.62  
Positive attitude informal 
care (% yes)
52 55 40 49 48 0.06 d
Control important (% yes) 76.00 88.00 84.00 95.00 88.00 0.00 a, c, e, f
Psychological well-being        
 Depressive symptoms 
(0–38)
10.11 9.89 12.01 6.41 9.43 0.00 b, c, d, e, f
Notes: Post-hoc tests p < 0.05: a spousal care versus non-spousal informal care; b spousal care versus 
mixed care; c spousal care versus private care; d non-spousal informal versus mixed care; e non-spousal 
informal versus private; f mixed versus private care.
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relatives (30 per cent), non-kin (20 per cent) or a privately paid caregiver (26 per cent). 
Compared to the spousal care network, network size was about the same (M = 1.9). 
This network type was also more often found among females, though females of 
higher age, with lower levels of education and with better physical abilities compared 
to those in the spousal network. These respondents revealed average levels of care 
satisfaction, being in control of care, care attitudes, valuing control as important and 
depressive symptoms.
The respondents with a mixed care network (33 per cent) had the largest size of 
care network (M = 3.2 caregivers) in which everyone received formal care in addition 
to care from children (30 per cent), relatives (13 per cent), non-kin (10 per cent) or a 
private caregiver (23 per cent). The majority of respondents with this network type 
were women (61 per cent). They were of relatively high age and had lower levels 
of education than average, and they reported more health problems than average. A 
minority (40 per cent) reported a positive attitude to informal care use. This group 
was the least satisfied with the care received, experienced the lowest level of control 
over care and reported the highest level of depressive symptoms.
Finally, in the privately paid care network (34 per cent), there were no other types 
of caregivers, which contributed to the lowest network size (M = 1.2). This care 
network type was most often found among younger, higher-educated and more 
healthy respondents, and was found to be the network type most likely to be adopted 
by males in this study. Almost all respondents reported that being in control was very 
important (95 per cent) and that sufficient care was received (94 per cent). About 
half of these respondents (49 per cent) had a positive attitude towards informal care 
use. On average, control over care was the highest and depressive symptoms were 
the lowest for this group.
Post-hoc tests revealed that there were very few differences between the spousal care 
network and the non-spousal informal care network in the structural and functional 
features of the care network. The exception was that respondents within a spousal 
care network who were younger and more physically impaired felt it less important to 
remain in control over care. Minimal differences were found in care attitudes between 
the four network types. Those with a private care network differed from the other 
three network groups on almost all variables except care attitudes.
Multivariate analyses
Model 1 (Table 3) shows that, when adjusted for health and background variables, 
the spousal care network and the privately paid care network reported significantly 
lower levels of depressive symptoms compared to the mixed care network. The 
difference with the non-spousal informal care only network was smaller and only 
significant at the 10 per cent level. Hypothesis 1 is only partly supported as those 
with a mixed care network did show the lowest level of well-being but, in contrast 
to what was expected, those with a privately paid care network showed the highest 
level of well-being.
Model 2 added network size and the proportion of formal caregivers to the analysis, 
which did not change the coefficients of the care network types (rejecting hypothesis 2). 
Although both the size and proportion of formal caregivers are bivariately significantly 
correlated with depressive symptoms (r = 0.14, p < 0.01 and r = 0.20, p < 0.01, 
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respectively; see Table 2), these effects failed to reach significance in the subsequent 
multivariate analyses.
Model 3 added the two evaluations of care to the model, which did not change the 
coefficients of the network types, rejecting both hypotheses 3 and 4. Nevertheless, 
perceiving the care as insufficient was directly associated with higher depressive 
symptoms. Perceiving being in control of care is only negatively associated with 
depressive symptoms in the bivariate correlation (r = –0.17, p < 0.01; see Table 2) but 
lost statistical significance in the multivariate analysis (r = 0.00, p = 0.99). In part, this 
was due to the strong positive correlation with the private care network (r = 0.38, p 
Table 3: Regression of care network types, structural and functional network features and 
controls on depressive symptoms
Model 1 Model 2 Model 3 Model 4
Care network type β p β p β p β P
Spousal care network –0.13 0.00 –0.13 0.01 –0.12 0.00 0.01 0.96
Non-spousal informal caregiver 
only network
–0.07 0.09 –0.07 0.18 –0.07 0.10 0.05 0.64
Privately paid care network –0.18 0.00 –0.17 0.02 –0.17 0.01 0.18 0.26
Mixed care network (ref)         
Size and composition         
Total size   –0.07 0.12   –0.06 0.13
% Of formal caregivers   0.03 0.51   0.01 0.88
Evaluation of care         
 Being satisfied (no, yes)     –0.12 0.00 –0.11 0.00
Being in control (3–9)     0.00 0.99 –0.03 0.50
Attitudes to care         
Positive re formal care       –0.11 0.02
Positive re informal care       –0.05 0.20
Control over care is important       –0.13 0.17
Interaction effect         
Spousal care * importance 
control
      0.12 0.29
Informal care only * importance 
control
      0.16 0.26
Private care * importance 
control
      0.36 0.02
Control variables         
Sex (M, F) 0.15 0.00 0.14 0.00 0.14 0.00 0.14 0.00
Age (58–98) –0.09 0.03 –0.09 0.03 –0.08 0.05 –0.08 0.07
Education (1–9) –0.06 0.18 –0.06 0.19 –0.06 0.18 –0.05 0.26
Physical functioning (6–30) –0.26 0.00 –0.28 0.00 –0.24 0.00 –0.25 0.00
Cognitive functioning (9–30) –0.08 0.05 –0.08 0.05 –0.08 0.06 –0.06 0.14
No. of chronic diseases (0–6) 0.11 0.01 0.11 0.01 0.10 0.01 0.10 0.01
R2 0.21  0.21  0.22  0.26  
Note: N = 607.
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< 0.01) and the strong negative correlation with the mixed care network type (r = 
–0.34, p < 0.01), which suppressed the effect of control on depressive symptoms in 
the multivariate analysis.
Finally, model 4 in Table 3 shows that the importance attached to being in control 
of care was associated with depressive symptoms, and more so among those with a 
private network type (versus a mixed network type, beta = 0.36, p < 0.02), supporting 
hypothesis 6. Stratified analyses shows that among those who do not value being in 
control, there was no difference in the average depressive symptoms among the four 
network types (F = 0.03, p = 0.99, N = 75), whereas the differences were significant 
among those who do value being in control (F = 24.29, p = 0.00, N = 532). 
Figure 1 reveals how being in a private care network and valuing control as important 
contributed to lower depressive symptoms (M = 6.25), while being in a mixed care 
network and valuing control as important contributed to higher depressive symptoms 
(M = 12.5). For those with a spousal or informal care only network type, the 
association between depressive symptoms and valuing being in control as important 
is non-significant (r = 0.09, p > 0.10 and r = 0.05, p = 0.59, respectively). The final 
model also reveals that being unsatisfied with care and having a negative attitude 
towards formal care use were negatively associated with depressive symptoms.
Discussion
This study examined differences in psychological well-being among care recipients in 
four care network types defined a priori, as well as to what degree these differences 
were explained by features of care networks and care recipients. The findings allow 
for three conclusions: (1) in addition to health and background variables, the type of 
care network directly impacted the level of depressive symptoms of the care recipient; 
(2) depressive symptoms were the highest among those with a mixed care network 
and lowest among those with a privately paid care network, in particular, when they 
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considered control over care to be important; and (3) unmet needs and a negative 
attitude towards formal care use were strongly associated with depressive symptoms.
The SDT suggests that all three basic needs (relatedness, autonomy and competence) 
must be fulfilled in order to obtain a high level of psychological well-being. Upon 
applying these basic needs to a context of care-receiving, our findings question the 
importance of relatedness to care recipients’ well-being. Depressive symptoms were 
average in the spousal and non-spousal informal care only network (which we assumed 
to reflect strong levels of relatedness), and lowest in the private care network (which 
we assumed to reflect the lowest levels of relatedness). One explanation could be 
that receiving help from informal carers may contribute to feelings of ambivalence, 
in particular, for those who do not want to burden their relatives or friends with 
care obligations. However, we found no evidence that the combination of having 
an informal care network and a positive attitude towards informal care was of any 
importance to care recipients’ well-being. Another explanation is that the bond with 
many of the informal carers may not be as strong as expected, or may at least vary 
among types of informal carers. This suggests that receiving care from a spouse or 
other informal carer may not have a strong direct effect on well-being and, more 
importantly, that informal care should not be used as a proxy for relatedness. More 
detailed information that indicates aspects of relatedness, for example, the quality of 
relationships with the spouse, kin and non-kin, and also with formal and privately 
paid caregivers, should shed more light on how the concept of relatedness works in 
the context of care.
Our findings provide more support for the assumption that upholding autonomy 
and competence in the care situation is important for the care recipients’ well-being. 
In particular, our findings highlight the sharp distinction in psychological well-being 
between those in a mixed care network and those in a privately paid care network. 
The latter works best in terms of being satisfied with the care received and feeling 
in control of care, and almost all respondents in this network type felt it important 
to be in control of care. Clearly, these two networks reflect two very different care 
contexts: those with a privately paid care network tended to be younger, still in good 
health and able to afford assistance with household or administrative chores; and those 
with a mixed care network tended to be older and in poor health, and to have been 
in need of care for many years. The findings reveal that using care from multiple 
types of caregivers, possibly over a long period of time, lowered care satisfaction and 
feeling in control of care, and that this clearly hampered care recipients’ well-being, 
especially for those who considered being in control of care to be important. These 
findings have important implications for practice. Formal caregivers may need to use 
their time in the household of the care recipient to discuss issues of dependency, care 
preferences and feeling in control. This requires that formal home care professionals 
have more time to visit care recipients and more flexibility to arrange their own 
schedules of care provision. Yet, it is exactly these limitations in the work schedules 
of formal caregivers that limit the autonomy of the care recipient.
Andersson and Monin (2017) showed that care network size and the proportion 
of formal caregivers were significantly associated with psychological well-being. 
This study adds to earlier findings by demonstrating how structural features are less 
important for care recipients’ well-being than a negative attitude towards formal care, 
receiving insufficient care and not feeling in control of care when control is valued. 
This corroborates evidence that, in particular, attitudes towards and evaluations of care 
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configurations reflect basic needs of psychological well-being. If the care received does 
not live up to expectations, this lowers the level of well-being. As care expectations 
are highly gendered (for example, men have higher expectations of informal care than 
women; see Table 2), it may also be that relying on a spouse and/or other informal 
carers differs for women and men when in poor health. Future research may focus on 
how gender interplays with the associations among care configurations, care attitudes 
and evaluations, and care recipients’ psychological well-being.
This study contains several strengths, but there are some limitations to note. A first 
limitation is that our sample selection will have affected the prevalence of the four 
network types. The selection also included respondents who received assistance with 
household care or administrative tasks only, which are both tasks that are likely to 
be outsourced to the market. The need for these types of help is not strictly driven 
by health problems and may have contributed to the relatively large proportion of 
our sample with privately paid care only and few health problems. The fact that only 
35 per cent of our sample used formal care (see Table 1) may also account for the 
relatively low levels of depressive symptoms in our sample. Studies using samples of 
formal home care users only report higher average scores on the CES-D scale and 
calculated that about half of the sample risked sub-threshold or major depression 
(Lee et al, 2013). Our findings corroborate that poor well-being is especially an issue 
for formal home care recipients. Also, the prevalence of network types and poor 
well-being among care recipients may differ in other countries, partly because of 
cross-national differences in social networks that affect informal care provision (for 
example, Antonucci and Wexler, 2019), and partly because of national differences in 
family expectations and formal care systems that affect formal care use (for example, 
Haberkern and Szydlik, 2010). The Dutch care system allocates publicly paid care 
rather generously, including household care, which may have contributed to the 
relatively large share of respondents with a mixed care network (33 per cent). Using 
the same a priori care network types for specific care types (for example, personal 
care only) or in countries with a more restrictive formal care system may show a 
different distribution of care network types. A further limitation is that this cross-
sectional study offers only a snapshot of a care context, which largely depends on the 
severity of the health impairments. Longitudinal studies have shown changes in care 
configurations over time that contain both substitution and complementarity between 
informal and formal caregivers (for example, Li, 2005; Allen et al, 2012; Spillman et 
al, 2019). This raises questions regarding the onset and fulfilment of unmet needs, the 
onset and decline of feeling in control, and so on. Longitudinal studies are required 
to examine how changes in care network types, attitudes and evaluations impact on 
each other and on psychological well-being. Another limitation concerns the use 
of a general one-item indicator of unmet needs instead of a more comprehensive 
measure that specifies what type of help is lacking (for example, Potter, 2017). This 
may have given more insight into how informal and formal care may supplement or 
complement each other on care tasks, as well as to what degree these specific needs 
of help impact well-being differently. Nevertheless, Bauld et al (2000) have argued 
that the use of a general indicator of unmet needs also gives an impression of the 
overall lack of care, which was an important ingredient of well-being in our study.
To conclude, although care configurations are important, this study revealed that 
care attitudes and evaluations are also pivotal to the psychological well-being of older 
care recipients. In particular, receiving sufficient care and remaining in control of care 
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helps older care recipients to maintain a higher level of psychological well-being. 
The findings have implications for policy and practice in terms of ensuring that the 
provision of informal and formal care is better adapted to the expectations of care 
recipients and helps them to remain in control of care.
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